This list is by no means exhaustive. Neurotic anxiety saps the .idividual's energy, initiative and interest in many aspects of life. l can lead to depression, derealisation and depersonalisation. The herapist is thus often faced with the initial problem of emotivating the client sufficiently to ensure their active ompliance in therapy.
Treating anxiety can be expensive. Some twenty to thirty million rescriptions are issued each year for tranquillisers at enormous ost to the Health Service. Even so, drug treatment has many rawbacks. Side effects, tolerance effects and failure to deal with nderlying causes make medication an unsatisfactory long term olution.
Psychological therapies have been developed over the years as oth supplements and alternatives to drug therapy. Such eatrnents, based on psychological rather than medical principles, ave been beneficial to many clients with anxiety based problems. , significant proportion of these have been able to substantially xluce or even cease their intake of medication in the course of eatment. Many occupational therapists will already be familiar -ith techniques such as relaxation, systematic desensitisation, raded practice and cognitive re-orientation. Current trends aim to combine the best of each of these in a comprehensive approach to anxiety based problems using what are often referred to as Anxiety Management or Cognitive Behaviour Modification methods.
Such methods have a number of advantages when compared with drug treatment: (a) They can be highly cost effective as treatment is usually carried out in groups. (b) They do not tend to have harmful or disturbing side effects. (c) They do not give rise to tolerance effects (indeed the reverse is usually the case). (d) They aim to tackle underlying causes, thus ensuring lasting benefits, (e) They equip the client with a range of skills which enables more effective adaptation to similar problem situations in the future. Psychological techniques are easily adapted for use by therapists with minimal psychological training, thus increasing their value and availability. They are applicable in Health Education and preventive intervention and indeed experience has shown that staff involved in teaching such skills often derive as much benefit as the clients. After all, stress and anxiety are problems we all have to face at some time.
THE MANAGEMENT OF STRESS AND ANXIETY Anxiety states have three main components:-The Cognitive component is what the client thinks or feels in relation to the experience of anxiety. Commonly a client is poorly informed about the nature of anxiety and misinterprets his physiological arousal as physical or mental illness. In addition, clients may report feelings of detachment and unreality; they feel unable to cope and anticipate failure. This increasingly negative attitude leads to poor and inappropriate strategies for dealing with stressful situations.
The Physiological component typically consists of increases in heart rate, blood pressure, respiration and muscle tone. These, and other autonomically mediated responses, underly the majority of symptoms reported by the anxious client.
The Behavioural component is what the client actually does-or does not do. Often stressful situations are avoided altogether. Thus the agoraphobic avoids going out; the social phobic avoids meeting people; the stressed businessman avoids decisions and the person recovering from a heart attack may avoid any exercise. Such avoidance can have disastrous and occasionally lethal consequences. The client may become completely unable to lead a normal useful life. Even when situations are faced, we may find that the client's repertoire of behaviour is inadequate, inappropriate or severely disrupted by stress and arousal.
Anxiety management aims to identify and treat all three components in that it:-(a) Provides accurate information on the nature of anxiety It is stressed that anxiety is a normal response and thus control rather than cure is required. The origins of symptoms are discussed in detail and it is emphasised that these do not mean that one is either physically or mentally ill.
(b) Teaches clients to recognise and change negative attitudes Clients frequently make negative self statements such as:-"I can't cope!" "I'm going to do badly!" "People will think I'm stupid!", etc. A simple exercise can be used to elicit such statements. Clients are told that they will be asked to give an impromptu five minute speech in half an hour's time. Ten or fifteen minutes later they can be reassured that they will not have to make the speech but they are asked to report their thoughts and feelings as experienced at the time. Invariably the initial pattern is negative self statements accompanied by feelings of anxiety, arousal and desire to escape. Usually a point is reached where some positive, coping self statement is made, e.g.:-"Well, I could talk about my holiday." "No one will expect too much of me, I'll just talk for a couple of minutes." "I could recite a poem of something." Such positive cognitions are accompanied by a reduction in anxiety. Thus in one simple exercise the effectiveness of both positive and negative self statements can be illustrated.
(c) Teaches the client to adopt positive attitudes and coping cognitive strategies Clients have usually developed the habit of "anticipation anxiety". That is they prepare to meet a difficult situation by worrying about all the things that might possibly go wrong. Positive planning involving a realistic assessment of the likely difficulties combined with the consideration of alternative coping strategies must replace anticipation anxiety.
Clients must learn to concentrate on ways to succeed rather than ways to fail.
(d) Teaches the client to recognise accurately the onset of physiological symptoms Biofeedback monitoring enables clients to observe changes in their level of physiological arousal in a variety of circumstances. Galvanic Skin Response (G.S.R.) and Heart Rate (H.R.) are among the most commonly used measures. Changes can be produced experimentally by a number of simple procedures ranging from imagining a distressing scene to the "startle response" in reaction to a sudden loud noise.
Anticipation anxiety can be usefully illustrated by giving the client a thirty second warning of the noise.
Biofeedback equipment is, however, expensive and may not be available in all Occupational Therapy Departments. Encouraging clients to monitor their own pulse, respiration and muscle tension can provide similar feedback. Only fairly gross changes can be observed in this way but many clients become able to attend accurately to physiological changes with practice.
(e) Teaches the client skills of relaxation and self control
Relaxation training can take a number of forms. Techniques of regular, even breathing are perhaps the simplest though methods from listening to a metronome to biofeedback training have been used successfully.
Perhaps the commonest technique is that of progressive muscular relaxation derived from the work of Jacobson (1938) . In this method clients are taught to distinguish between tension and relaxation in muscle groups and thereby to achieve fairly deep levels of muscle relaxation. This technique forms the basis of training in our anxiety management programme.
Theoretical and practical aspects of relaxation training were considered in a recent article by Fairburn and Fairburn (1979) who used in addition the methods of autogenic training devised by Schulz and Luthe (1969) .
(f) Teaches the client applied relaxation as an approach to everyday living Relaxation in a warm, quiet and comfortable room is all very well but it is emphasised to clients from an early stage that the main benefit from therapy will come from applying anxiety/ arousal reduction skills in 'real life' situations.
Thus the environment in which relaxation is practised is gradually 'normalised' during training. Clients relax in easy chairs rather than lying down; after a few sessions, curtains are opened to admit daylight; open windows allow the intrusion of noise and fluctuations in temperature (weather permitting). Clients learn to do without the lengthy exercises of the Jacobson method and aim to achieve relaxation quickly and easily through cognitive control. Finally they practise moving, walking and talking while relaxed and are encouraged to practice everyday activities such as washing dishes or washing the car, in a relaxed and easy manner.
Much tension is caused by excessive use of muscles which are not directly involved in the task at hand (watch someone contort their whole body as they strive to thread a needle). Clients learn to watch for such unnecessary tensions and eliminate them.
(g) Teaches the client to develop more adequate coping skills A number of skills are important. Positive planning and reorganisation combined with re-evaluation of operational and social skills are crucial. The client is encouraged to evaluate realistically and objectively previous 'non-coping' behaviour and to note both strengths and weaknesses. Role playing and stimulation can provide a structured setting in which behaviour can be analysed with some accuracy and the literature of social skills provides useful analytic frameworks (e.g. Trower et al. 1978) .
Role playing also provides opportunities for 'behavioural rehearsal' prior to facing a 'real life' situation. Initially the client may anticipate difficulty in taking role play seriously but most quickly become deeply involved. Clients frequently report that having acted out a situation makes the real thing less awesome and imposing.
(h) Helps the patient to face situations they would otherwise avoid Gradual or hierarchical exposure to a feared object or situation has been an integral part of many therapies aiming to treat anxiety. In the Anxiety Management programme this is achieved through the procedure of behavioural targetting. The targets are closely specified behavioural goals set by the client in consultation with the therapist. Thus both therapist and client have a ready method of assessing progress and can develop clear therapeutic aims. Vague therapeutic aims result in vague therapy. A client who merely says" I want to feel better," or a therapist who says" I am going to help you feel better," has said very little. No clear therapeutic aims result. Such vague statements must be respecified in unambiguous fashion.
For example the statement "I want to go to the shops more often" might generate the following dialogue:-Therapist: How If it is raining heavily I shall not go out but will set an alternative date to meet the target".
Points may be awarded for each target met (or in the case of complex targets as above, for each part of the target successfully met). A success score can then be calculated according to the following formula:-(points achieved x 1(0) (possible points ) 070
(I) Helps the client to develop the ability to deal with similar problems in the future.
No one is 'cured' of anxiety. Anxiety is managed not eliminated. No one is ever completely free of problems. The one certainty is that the client (and therapist) will face problems many times in the future.
Throughout treatment it is made clear to the client that Anxiety Management is an active coping therapy. The client is his/her own therapist and is acquiring the skills and knowledge that will enable them to carry out their therapy most effectively. Thus the client is taught to seek solutions to problems from their own resources.
This contrasts markedly with passive therapies (drugs, hypnosis, etc.) where dependence may well be increased rather than decreased. Active coping skills increase the likelihood of effective adaptation to future stresses.
The emphasis of this psychological approach is therefore TRAINING. The underlying assumption is that much anxiety stems from a lack of adequate coping skills. If such skills can be identified, then they can be taught.
The 
OUTCOME OF ANXIETY MANAGEMENT TREATMENT 1. PSYCHIATRIC DAY UNIT
During 1979 a total of 177 day patients were treated at the Day Unit. A study of these patients revealed that the diagnoses were:-41 Anxiety and allied conditions. 136 Non-anxiety based, e.g. Schizophrenia, Manic Depression, etc. Further analysis and assessment revealed that of the 136 'Nonanxious' patients, 54 were suffering from symptoms of underlying anxiety.
These 54 patients plus the 41 originally diagnosed as anxious were included in Anxiety Management Groups as part of their treatment programme. Of the 95 patients who were iaught the appropriate application of these skills, 80 continue to function in the community.
The following brief case studies are illustrative of the problems treated.
CASE STUDY I Patient
Nursing Sister. Age 3 I years.
Diagnosis
Anxiety state. This patient was living with her' husband and was childless. She had not felt that she was an anxious person, but had developed an erythematous rash over her neck which caused her embarrassment. She was aware that the rash developed when she was subjected to stressful situations and accordingly she disguised it by wearing polo-neck jumpers even in Summer.
She gradually withdrew from social life, refusing to even go with her husband to visit family or friends. She could not give up her job but changed to a night duty on a geriatric ward to avoid difficult confrontations.
Eventually, she had to transfer to a day duty because of staffing difficulties and attended a case conference. When she had to give her report, she panicked completely and could not cope with the situation. She was sent on sick leave. The patient received relaxation training based on deep breathing exercises which she performed while lying on a bed in a darkened room. Although she could manage to reduce anxiety in this way, she could not do so in stressful situations.
She was referred to a hypnotherapist with little relief from symptoms and in October, 1979 was referred to a Consultant Psychiatrist on the Team.
The aims of treatment were:
I. To reduce anxiety by teaching anxiety management techniques and by reinforcing the appropriate application of these skills in the day to day situations in the Unit and in the community.
2. To increase confidence in social situations by teaching appropriate social skills involving the application of anxiety management techniques.
3. To give support and encouragement to the patient and to help her return to work.
Stage I
First attendance at Anxiety Management Group (A.M.G.). Very apprehensive because of the number of patients attending the department. Avoided contact with other patients and staff and avoided any potentially anxiety-provoking situations.
Stage II
Was surprised at the level of tension present before she began to relax. Set her first target-to go for a drink with her husband over the week-end.
Stage III
Achieved her goal. Was still wearing polo-neck sweaters. Set a second goal to go for a drink to a pub where old friends would be.
By her eighth attendance she had set a target of decorating her mother-in-law's flat. She had had little contact with this very domineering woman for 12 months. She was also wearing opennecked blouses by this time.
Final Attendance
Had achieved all her targets and went out for a meal to celebrate. At this time, the patient was playing a more active role within the Unit. She was elected to the patient/staff committee and was a valuable contributor in all activites.
The techniques she had learned were constantly put into practice and her behaviour reinforced verbally. Pressure was increased and her days of attendance reduced. On her days off, she was to attempt something constructive and these goals were precise.
Discharge
On 25th January, 1980, the patient was discharged back to work. She saw her nursing officer before this date and arranged to work on clinics.
Follow up
Out-patient appointments. Continues to work well on clinics. Is no longer avoiding social situations and is able to give formal verbal reports without neurotic anxiety.
CASE STUDY II

Patient
Unemployed builder. Age 45 years.
Diagnosis
Low back pain. The patient had been a self-employed builder for a number of years. He injured his spine at L4/5 and was treated conservatively and by an accupuncturist with moderate relief.
When his mother-in-law became ill, he recognised that her problem was due to anxiety and when this was confirmed, he began to examine his own problem in this light. He attempted to relax but was unable to gain relief from low back pain.
He asked to be referred to a Psychiatrist.
Aims of treatment
I. To reduce the level of anxiety by teaching appropriate A.M. Techniques.
2. To teach care of the spine in the work situation by showing the correct way to lift and bend.
3. To increase his confidence in his ability to produce a high standard of work by encouraging him to pass on skills to other patients. 4. To resettle in employment.
Stage I
First attendance in A.M.G. Very apprehensive. Arrived by car as he was afraid of suffering incapacitating low back pain when out in public.
Coped with the initial exercises but was anxious about pressure on the lumber spine.
Stage II
Now sleeping well using A.M. Techniques. Discontinued Nitrazepam.
Stage III
Using public transport. Increasing walking time. Less afraid of injuring spine while in the community. Setting specific goals.
Final attendance
Now socialising and his confidence had increased. Great relief from low back pain.
The patient continued to attend the Unit but it was felt that he was becoming dependent on it. His days were accordingly reduced and he attempted to achieve further goals. He appeared to lack motivation in this direction, therefore a Behavioural Contract was drawn up in which he specified goals he wished to achieve. This would show both the patient and the treatment team how well motivated he was.
The patient failed to meet the requisite number of targets necessary for treatment to be continued and was discharged.
He continues to function well but misses the daily attendance at the Unit. He is awaiting interview for a job with the local Council which involves inspecting houses in need of repair.
CASE STUDY III
Patient
Unemployed factory hand. Age 32 years.
Diagnosis
Endogenous depression. This patient worked in a local factory after leaving school until she was aged 21 years. She was engaged to be married to a man who was already married but had omitted to tell her.
She was informed by her workmates and broke off the engagement. She began to drink heavily and formed a relationship with a female workmate becoming heavily dependent on her.
Due to remarks made by the patient's colleagues and her possessiveness, the relationship ended and the excessive drinking increased. She suffered guilt feelings about her homosexuality and was afraid to face people she knew. She became very paranoid.
In 1968 she was admitted to the Psychiatric ward via Casualty after slashing her wrists. She refused to give a history and was diagnosed as depressive. She was treated with anti-depressants and psychotherapy with little effect.
Form 1968 to 1976 the patient was admitted to the ward 4 times. She was attending Occupational Therapy on each admission but was unco-operative and restless. She was aggressive to both patients and staff. She was referred to the Day Unit when it opened in 1976 and travelled daily from home. There had been no change in her condition during the previous 8 years.
The aims of treatment were I. To reduce the level of anxiety by teaching A. M. Techniques. 2. To teach active coping skills and interactive social skills. 3. To teach the patient to accept herself as she is without guilt feelings.
Stage I
Refused to talk about her problems and insisted that she was not anxious. Sat on the edge of her chair wringing her hands. Rapid leg and foot movement noted. Participated in the exercises but had to get up immediately afterwards.
Stage II
Was able to talk about her lack of confidence but not of her homosexual affair. Admitted to the fact that she was usually extremely tense and was now experiencing some relief.
Began to receive sexual counselling from the Occupational Therapist at this time as she refused to have any contact with the Psychologists who were male.
She had begun to participate in other activities but avoided contact with male patients. Her contact with females was also limited as she was afraid that they may recognise her as a lesbian.
Her occasional attention seeking and disruptive behaviour was modified at this time.
Stage III
The patient has now set targets which included shopping in an area where she was known and feared recognition. She achieved every target she set and was supplied with a tape recording of the A.M. Course in order for her to revise at a later date.
Because of her acquisition of relaxation skills, the patient was able to join the Social skills group and to date is forming appropriate relationships with patients and staff. She enjoys a quiet social life and is soon to leave the hostel where she lives for her own Council flat.
She is taking an interest in her appearance and is able to drink socially. She is aware that she has a cyclothymic personality and copes with mood swings by applying anxiety management techniques.
At the Unit, she has been elected to the patient/staff committee on three occasions. She has planned and taken activities with patients (something we encourage) and used her training on these occasions. She is about to start an A.M. Group at the hostel and her days of attendance have been reduced. She hopes to find employment in the near future.
Her original diagnosis would seem inappropriate in retrospect. Many anxious patients present as depressives which may be due to their failure to meet goals they set themselves; the failure being due to neurotic anxiety.
OUTCOME OF ANXIETY MANAGEMENT TREATMENT 2. STAFF REACTION: A PERSONAL RESPONSE
One welcome though originally unlooked for outcome of anxiety management training was a noted improvement in staff morale. It soon became clear that staff benefited as much as clients from these techniques. The following is the personal response of one staff member:-
The great tape revolution in teaching us the art of self-help with the aid of muscle relaxation is here to stay. This is relaxation therapy at your own pace which should be slow and unhurried with full participation and motivation. Of course relaxation does not solve the immediate problems of day-to-day life but helps one come to terms with these and possibly see them in a different perspective. So with that in mind I went to my first session with a mixture of great anticipation and may I add some apprehension of this unknown quantity. So, as I settled myself comfortably in an easy chair with bated breath I awaited the beginning of a session which I was assured would transform my attitudes in dealing with anxieties and stress. For the next few minutes I became totally absorbed by the almost tranquil effect of the therapist's voice as if hypnotism was being exercised. May I digress for a moment to say that to me it was a complete contrast from the usual audio matter emitting from my own tape recorder such as the Rolling Stones and Motor Head who measure in decibels or the usually high pitched vocals borne forth by the likes of Ella Fitzgerald and Kate Bush, often with shattering results.
As his gentle soothing tone of voice continued with the relaxation exercises I was surprised to discover how much tension there is unknowingly within us. As the music faded signalling the end of part I, I slowly opened my eyes and stretched like a cat as was suggested-O my, was I feeling good! I quickly assured my fellow clients of my languid state which was to their amusement may I add.
I continued the course with great enthusiasm and derived a great deal of personal satisfaction and knowledge. I now believe that it is therapy of a highly valuable and constructive nature. Almost anyone can derive benefit by this different approach and deal more effectively and efficiently with the handling of patients and staff under their care.
In conclusion this course has unlimited rewards for those prepared to give it a try. As I am now one of the converted, needless to say at every given opportunity I spread the gospel to new members of staff.
SUMMARY AND THE FUTURE
Anxiety Management then, is an active coping technique aimed at training patients to deal more effectively with the cognitive, physiological and behavioural components of anxiety. It is suitable for a wide range of patients, has no known adverse effects and may be used as a supplement or alternative to medication.
Preliminary research suggests that the techniques are valuable in a number of settings. Applications to date include individual and group treatment in the psychology department, on day units, wards, activity units and in a health centre. The techniques have proved to be simple to learn but effective. A national course for Occupational Therapists was held in April, 1980 to introduce the use of Anxiety Management basic training. Feedback indicates that some of those attending have already introduced programmes in their own settings to good effect.
For the future, we hope to intervene in the vicious circles of anxiety at the primary stage. When the patient presents to their G.P. with "I can't cope" or "These stomach pains" we will include them in the Anxiety Management Group which we hope to start at a local G. P. practice and help prevent eventual admission to a psychiatric ward.
In the Physical field, Occupational Therapists can use A.M. techniques to teach patients who are anxious about their disability, treatment or illness to cope in an appropriate manner.
We have all treated the patient who guards his recovering limb because he is afraid. He resists treatment which has become a battle between O. T. and patient. Often he is discharged before he reaches optium level because there is nothing more to be done unless he can overcome his anxiety.
By using the relaxation methods as described, this can be overcome.
Perhaps the greatest role for such techniques in the future however is in Health Education and Preventive Intervention. Staff response has already shown that you don't have to wait until an anxiety problem has developed before one can gain from training. Clearly an improved ability to deal effectively with stress and tension is something from which we can all benefit.
